INTRODUCTION
Intussusception rarely occurs in adults, comprising 0.003 to 0.02% of all hospital admissions [1] . Colonic intussusceptions are less common than small bowel intussusceptions and are mostly caused by malignant neoplasms [1, 2] . In children, intussusceptions is treated by pneumatic or hydrostatic reduction in 80% of all patients.
However, there are pathologic leading points in 90% of all adult intussusceptions and surgical resection is required for adult cases [3] . 
CASE REPORTS Case 1
A 49-year-old woman was admitted to Hallym University Sacred Heart Hospital with a chief complaint of intermittent rectal bleeding and abdominal discomfort for 2 thesurgery.or.kr days. Digital rectal examination revealed a mass in the rectum about 7 cm proximal to the anal verge. Simple abdominal X-rays showed no abnormal bowel gas pattern. In laboratory tests, her neutrophil percentage was mildly elevated to 80.4% and her carcinoembryonic antigen level was slightly increased to 5.34 ng/mL. Flexible sigmoidoscopy revealed an irregular mass at the prolapsed mucosal head of the rectum (Fig. 1) . Abdominal computed tomography (CT) demonstrated a sigmoidorectal intussusception, probably due to a sigmoid colon cancer (Fig. 2) . There was no evidence of distant metastasis or peritoneal seeding.
We planned for a laparoscopic resection because her abdomen was not distended. The patient took 2 L of polyethylene glycol (PEG) solution for bowel preparation the day before operation. Although the simple abdomen X-rays did not show any bowel obstruction, the patient could not defecate anything after taking PEG. On laparoscopic exploration, we identified a distended bowel containing PEG and a sigmoidorectal intussusception. The sigmoid colon telescoped into the lumen of the rectum and the mesentery of the sigmoid colon was trapped between the involved bowels. It was difficult to establish a dissection plane of the mesentery. In order to continue laparo- 
Case 2
A 41-years-old woman visited our institute. Her chief complaints were diarrhea and intermittent hematochezia.
Simple abdominal X-rays showed a nonspecific bowel gas pattern. On physical examination, the patient showed periumbilical tenderness. Laboratory tests showed no abnormal findings. For the evaluation of tenderness, we first performed abdomino-pelvic CT. CT scans demonstrated that a sigmoidorectal intussusception and a intraluminal enhancing polypoid mass at the distal portion of the sigmoid colon (Fig. 3) . The CT scans did not reveal any ischemic sites and obstruction. We performed a flexible sigmoidoscopy after enema through the anus. Sigmoidoscopy thesurgery.or.kr showed a polypoid mass with nodular mucosa in the rectum 10 cm from the anal verge, as well as a partial downward displacement of the proximal bowel (Fig. 4) .
Sigmoidoscopic forceps biopsy was carried out from the mass. During air inflation of sigmoidoscope, the intussusception was partially restored. After the eventually conducted sigmoidoscopy, the patient's abdominal discomfort was improved. Preoperative bowel preparation was performed using PEG solution. Laparoscopic anterior resection was then performed. During the laparoscopy, we could not find the intussusception site or the tumor lesion because there were no serosa deformities. We were thus forced to carry out intraoperative colonoscopy in order to find the tumor location. Intraoperative colonoscopy revealed that a 5-cm polypoid mass located 17 cm from the anal verge as well as an approximately 5-cm segmented mucosal edema and congestion (Fig. 5) . This lesion was thought to be a telescoped lesion. We marked distal resection margin using laparoscopic clipping with the help of the colonoscopic light (Fig. 6) . Although the sigmoid colon was distended immediately after intraoperative colonoscopy, decompression was completed using a rectal tube. We completed the laparoscopic anterior resection successfully. Histopathological examination revealed a 6 × 4.5-cm villotubular adenoma with focal high-grade dysplasia. The patient recovered uneventfully and was then discharged without any complications.
Case 3
A 55-year-old man visited a local clinic for a routine medical checkup. A general practitioner performed a colonoscopy and detected a mass in the rectum. Colonoscopic biopsy was performed and pathology revealed a well-differentiated adenocarcinoma. The patient was referred to our hospital for further evaluation and treatment. At our institute, the patient underwent abdomen-pelvic CT. The CT scans showed rectorectal intussusceptions with irregular enhancing wall thickening at the upper rectum and we could not evaluate perirectal fat invasion due to the intussuscepted state (Fig. 7) . Bowel preparation was care- The sigmoidoscopic approach to the intussusceptions site is able to be useful as in case 2. In our case, partial reduction was achieved during air inflation of a sigmoidoscope, and thus patient discomfort was improved. Most patients with intussusceptions have chronic abdominal pain and partial intestinal obstruction [7] . If a patient shows a complete obstruction or ischemic signs, such as fever, rigid abdomen, leukocytosis and nonenhanced bowel wall on contrast CT, sigmoidoscopy should be avoided to prevent bowel perforation. However, when there are no complete obstruction or ischemic signs, flexible sigmoidoscopy may help identify the lesion.
Another problem with reduction is the possibility that the bowel is vital externally but mucosa is necrotized internally [8] . The distal colon of intussusceptions (intussuscipiens) would be too edematous to safely permit primary anastomosis [9] . Intraoperative colonoscopy is useful for identifing the state of bowel mucosa after reduction. We However, our case was occurred directly related to a cancer. Most intussusceptions in the small bowel are incidentally discovered and do not cause specific symptoms [9, 10] . In our case, the intussusception was also incidentally detected by CT and had no specific symptoms. Our case showed the possibility of transient colonic intussusceptions caused by a cancer. It is thought that our uneventful laparoscopic surgery may be due to spontaneous reduction. If an asymptomatic colonic intussusception is incidentally found, the possibility of transient intussusceptions should be considered.
We conclude that sigmoidrectal or rectorectal intus- 
